We examined 9 consecutive cases of unilateral orbital myositis (7 women and 2 men; age range 15-46 years) presenting to Casualty. Only 3 were correctly diagnosed on the first visit. Eight patients exhibited globe ·retraction in the acute stages and, after treatment with systemic steroids, all made a full recovery. None of the patients had associated systemic disease and all remain well over a 6-12 month follow-up period.
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Orbital myositis may be a more common condition than previously thought; it can present with a variety of clinical signs, and may be difficult to diagnose in the early stages. The presence of globe retraction on movement of a painful, injected eye is a useful diagnostic sign which indicates inflammation of extra ocular muscles and is present in the acute stages of the disease; we explain how to elicit globe retraction and suggest a management protocol for these patients.
Orbital myositis can be defined as a non-specific, This study shows that the condition may present more commonly to Casualty than previously thought and that with appropriate treatment there is a good long-term prognosis. We present a protocol for the management of these patients.
PATIENTS AND METHODS
The patients presented over a 21 month period to the Oxford Eye Hospital Accident & Emergency Department with the symptoms indicated in Table   I , which also shows the initial diagnosis. A provi sional clinical diagnosis of orbital myositis was made after re-examination by the authors, when globe retraction was specifically looked for. The sign was elicited by first performing horizontal and vertical eye movements with the patient facing the examiner Table II .
RESULTS
The mean age of the patients at presentation was 29 years (range 15-46 years) . Eight of the patients had a history of acute onset, persistent ocular discomfort beginning 1-35 days earlier.
All patients were in good general health with no relevant family history. Ocular examination revealed normal visual acuity, pupil responses, colour vision testing, intraocular pressure and dilated fundal appearance in all patients. There was no sign of intraocular inflammation. Eight patients had globe retraction with narrowing of the palpebral fissure in the acute stages (see Fig. 1 ). N one of the patients has developed systemic disease over a 6-24 month follow-up period. Hess charts were performed on 7 patients; the 2 who did not have orthoptic follow-up had no diplopia despite slight restriction in adduction of the affected eye.
A CT scan was performed on 8 patients as a diagnostic procedure and in all cases showed swelling of the insertion and the belly of the extraocular muscle involved (Fig. 2 ) which was consistent with orbital myositis. Dysthroid eye disease has a similar appearance on CT scan but the muscle insertion is usually spared and several muscles in both orbits normally show some change. One patient had an ultrasound scan (orbital B-scan) which showed enlargement of the belly of the involved muscle with reduced reflectivity on the A scan (Fig. 3) . These are typical features of orbital myositis, in contrast to thyroid eye disease which would show normal or increased reflectivity on scanning. examined at follow-up, all 9 patients were found to have limited movement of the involved eye and 8
had globe retraction on attempted movement in the opposite direction. This sign localises the pathology to the orbit as opposed to the more anterior processes, such as episcleritis, diagnosed in these patients (Table I) . We present a management protocol for patients presenting to Casualty with acute symptoms (Fig. 4) . 
